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Combustion and ventilation air for boiler,
incinerator and heater rooms is taken from and Corrective Action:
discharged to the outside air.  19.5.2,2 A ventilated door to the putside has been
' added, the door to the boiler room h’as’
been removed, a pull station and exit sign
have been added in the basement
. . . making it a one hour rated room. There
e oron oy oldencat o s 01 10 onr ooy e
! Il other eguipment wilt be
determined the basement gas-fire hot water :an?\,oerg if:ggﬁ-oom. auip
heater room was located in a one (1) hour fire
rated room and was ventitated with a minimum : .
. . Identify other areas:
100 square inches opening, taking combustion air There are no other boiler rooms in the
and discharging air to the outside of the building. buildin
The findings include: g-
. . . Systematic Changes:
Observation and interview during a follow-up inas in room
survey, with the Maintenance Director, on No more employee gatherings |
February 26, 2013 at 9:15 a.m. confirmed the Monitors:
basement gas-fire hot water heater was not - L [ s are
located in a 1-hour rated room and was ventitated 5'2? W&Iégfh‘;c’;;esi;:’:;f mployee 3/15/2013
with a 6-inch round opening and direct 6-inch notto ’
vent. The exterior door failed fo have louvered
opening fo the outside.
This finding was verified by the Maintenance
Supervisor and acknowledged by the
Administrator during the exit conference on
February 26, 2013.
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Any deficiency statement ending with an asterisk () denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of carrestion is provided. For nursing homes, the abova findings and plans of correction are disclosable 14
days folfowing the date these documents are made available to the facifity. If deficiencies are cited, an approved plan of correction Is requisite to continued

program participation.
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